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BACKGROUND: The literature supports nursing interventions to maximize communication in mechan-
ically ventilated patients, yet limited research exists on patients’ perceptions of the helpfulness of health care
practitioner interventions to enhance communication. In addition, the level of frustration experienced by
these patients has not been reported. Thus, further research is necessary to examine patients’ perspectives of
the helpfulness of health care practitioner interventions that enhance communication of the mechanically
ventilated patient.

OBJECTIVES: This study describes the level of frustration experienced by mechanically ventilated patients
and ascertains the helpfulness of methods used by health care practitioners to meet the communication needs
of the mechanically ventilated patient.

METHODS: A total of 29 critically ill patients, extubated within the last 72 hours, were included in this
descriptive study using qualitative and quantitative methods. Subjects participated in an average 30-minute
audiotaped interview session consisting of questions pertinent to their perceived level of frustration in
communicating and the interventions practitioners used to meet their communication needs. Transcripts
were analyzed by question and for overall themes.

RESULTS: It was found that 62% of patients (n � 18) reported a high level of frustration in communicating
their needs while being mechanically ventilated. There was no significant difference between the duration of
intubation and the level of frustration (Spearman r � .109, P � .573) or between the diagnosis and the level
of frustration (P � .932). Patients who received anxiolytics (n � 23, 79% of the sample) had a lower level
of frustration (mean 3.26) than those who did not receive anxiolytics (n � 6, 21% of the sample, mean 4.33).
This difference trended toward significance (P � .084). Patients cited health care practitioner behaviors,
characteristics, and attributes that both facilitated communication (kind, informative, and physically present
at the bedside) and impeded their ability to communicate (mechanical, inattentive, and “absent” from the
bedside). Patients reported problems and stresses associated with communication difficulties that can be
alleviated by the health care practitioner.

CONCLUSIONS: Mechanically ventilated patients experience a high level of frustration when com-
municating their needs, and health care providers have a significant impact on the mechanically
ventilated patient’s experience. Further research is needed to explore and measure methods of facili-
tating communication that increase patient satisfaction, reduce patient anxiety, and obtain optimal pain
management. (Heart Lung® 2004;33:308–21.)
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Mechanically ventilated patients experience

any barriers to communicating their needs.1 Pa-
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ients have reported that their inability to commu-
icate results in unrecognized pain, feelings of loss
f control and depersonalization, anxiety, fear, dis-
ress, and frustration.2-8 According to Levine et al,9
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he lack of ability to communicate with care provid-
rs and family during periods of mechanical venti-
ation results in high-risk situations and increases
atient anxiety and frustration because life-threat-
ning needs may not be met. Patients receiving
echanical ventilation have reported communica-

ion difficulties as their number 1 problem while
eing intubated.5,8,10

Health care practitioner interventions often in-
lude interpreting patients’ nonverbal forms of com-
unication such as mouthing, gesticulating, nod-

ing, and writing. Such nonverbal methods require
xcess energy and are fatiguing and emotionally
raining for these patients. Previous literature sup-
orts health care practitioner interventions in facil-

tating communication in mechanically ventilated
atients. However, limited research exists on the
atient’s perception of the helpfulness of these in-
erventions.2,11,12 Furthermore, previous research
tudies have not yet reported the actual level of
rustration experienced by mechanically ventilated
atients. Therefore, research is needed to investi-
ate these areas.

This study describes the level of frustration ex-
erienced by mechanically ventilated patients and
scertains the helpfulness of methods used by
ealth care practitioners to meet the communica-
ion needs of the mechanically ventilated patient.
his study will add to the body of knowledge regard-
ng communication in mechanically ventilated pa-
ients by reporting the actual level of frustration
hese patients experience and exploring their per-
eption of the methods used by the heath care
ractitioner during communication.

EVIEW OF LITERATURE
In the last 20 years, research studies related to

echanical ventilation have focused on the experi-
nces of the patient and his or her communication
ith the health care practitioner. First, the experi-
nces of patients who required mechanical ventila-
ion were explored in 3 qualitative studies (Table 1).
ablonski13 interviewed 12 participants who were
ntubated and mechanically ventilated 2 to 108

onths after their intensive care unit (ICU) experi-
nce. All were initially orally or nasally intubated,
nd 4 required a tracheostomy at a later time. From
he interviews, she identified patients experiencing
rustration, anger, fear, and anxiety in their failure to
ommunicate by mouthing words, using gestures,
r writing. Patients reported that their attempts to
ommunicate were interpreted by health care pro-
iders as apprehension and thus frequently resulted
EART & LUNG VOL. 33, NO. 5
n the administration of sedatives or morphine. The
se of medication as a “restraint” often perpetuated
he problem it was trying to solve. The author con-
luded that health care providers, especially nurses,
re the communication gatekeepers and ultimately
ontrol the type of experience that mechanically
entilated patients have.

Bergbom-Engberg and Haljamae14 retrospec-
ively interviewed 158 patients on their recall of
xperiences while being mechanically ventilated 2
o 48 months after their ICU experience. The tele-
hone interviewers inquired about the influence of
edical and nursing care factors on the patient’s

xperience of discomfort and feelings of security or
nsecurity. Approximately 50% of the patients were
ble to remember the experience of being venti-
ated, and most recalled the situation as discom-
orting and stressful. Approximately half of the sub-
ects reported experiencing feelings of anxiety/fear,
gony/panic, and insecurity, and found it distressing
ot to be able to communicate properly with the
urses and their relatives.

Similarly, Johnson and Sexton5 interviewed 14
atients and identified 19 factors that caused dis-
ress for these patients. In this qualitative study, the
nability to speak was identified by all participants
s causing distress to some degree, from mild to
xtreme. In addition, other factors causing distress
ncluded pain/discomfort from the endotracheal
ube, suctioning, inability to determine time, and
oise. These distressing factors can be alleviated by
ealth care professionals.

Three other studies closely examined communi-
ation patterns and behaviors between patients and
heir health care providers (Table 2). Ashworth15

nvestigated problems in communication between
ursing staff and patients with orotracheal, nasotra-
heal, or tracheostomy tubes in 5 ICUs. By observ-
ng nurse–patient communication and interviewing
urses and patients, she found that communication
as not only short in duration (�1 minute) but
lso limited to task-related activities. Ashworth
escribed the nurse–patient communication as
epersonalizing, failing to acknowledge each pa-
ient’s individuality. Most of the time the nurses’
ommunication failed to address the patients’
pecific physical and emotional needs and was
omething that “just happened.”15

Leathart16 further explored nurse–patient com-
unication patterns through observations and in-

erviews. Similar to Ashworth’s study,15 Leathart’s
tudy found communication between nurses and
atients to be extremely brief (�30 seconds in du-
ation, and at most 2 minutes) and mostly informa-
www.heartandlung.org 309
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ional, as well as consisting of asking questions and
iving demands. Leathart described the communi-
ation patterns demonstrated by ICU nurses to be a
earned behavior developed through protective

echanisms that insulate the nurse from anxiety
nd stress. Such defensive mechanisms are non-
herapeutic to the patient. These defensive mecha-
isms are often demonstrated through depersonal-

zation of patients and ritualistic care, which
ounters the ideology of individualized, compas-
ionate care.

Stovsky et al10 compared 2 methods of communi-
ation used in 40 mechanically ventilated patients
fter cardiac surgery. The experimental group (n � 20)
as introduced to a communication board before sur-
ery and used it during the postoperative period while
eing mechanically ventilated. The communication
oard used icons and pictures to represent basic
eeds (pain, fear, hot/cold, thirst, and bedpan). In
ontrast, the control group (n � 20) relied on standard
are and the experience of the nurse. Patients in the

Table I
Exploring patients’ experiences during mechanic

Author

Bergbom-Engberg and Haljamae14

Johnson and Sexton5

Jablonski13

MV, Mechanical ventilation; ICU, intensive care unit; RD, respir
10 www.heartandlung.org
xperimental group demonstrated significantly in-
reased satisfaction with communication using the
oard compared with the control group. A surprising

inding was that the nurses who worked with the board
id not express increased satisfaction. This was one of
he few studies that evaluated an intervention to im-
rove communication for mechanically ventilated pa-
ients. More research is needed to better guide the use
f a communication board and to select its content.

In summary, the literature review of selected
elevant studies on communication needs identi-
ied the various levels of emotion, such as frus-
ration, that mechanically ventilated patients
ave experienced. However, the level of frustra-
ion was not measured in these studies. In addi-
ion, these studies described the great impact
hat nurses have on facilitating or impeding ef-
ective communication with patients. Yet, the use-
ulness of communication methods was not inves-
igated. This study will add to the findings of
revious studies regarding communication in the

tilation

Design and sample

Descriptive
: N � 158; 158 recalled MV of 304 interviewed.

r): 53.3
64%; Female: 36%
ses: medical, surgical, and trauma

Descriptive
: N � 14; sample not described further.

: Descriptive
: N � 12
r): 51.7
42%; Female: 58%
ses: RD, cardiac arrest, GBS, and ruptured CA

tress; GBS, Guillain-Barre syndrome; CA, cerebral aneurysm.
al ven

Design:
Sample
Age (y
Male:
Diagno

Design:
Sample

Design
Sample
Age (y
Male:
Diagno

atory dis
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echanically ventilated patient by (1) describing
he level of frustration patients experience when
ommunicating while being mechanically venti-
ated and (2) ascertaining the helpfulness of

ethods used by health care practitioners to
eet the communication needs of the mechani-

ally ventilated patient.

ETHOD
esign
The research method was an exploratory descrip-

ive design with both qualitative and quantitative
nalysis. Data from this report are part of a larger
escriptive study that explores the communication
eeds of 29 mechanically ventilated, critically ill pa-
ients. Subjects who signed the informed consent par-
icipated in an audiotaped interview session lasting 20
o 60 minutes. The principal investigator interviewed
atients using a questionnaire consisting of 13 ques-

Methods

With structured telephone interviews lasting
1-2 hrs, the participants’ physical and
emotional experiences relating to practical
and technical aspects of MV and the
inability to communicate were explored
2-48 mo after their ICU stay.

R

C

With semistructured interviews, 3 areas
were explored that were thought to
impose a degree of distress on
mechanically ventilated patients. The
areas were (1) the ventilator experience
(2) the ICU environment, and (3)
communication with care providers and
interactions with family and friends.

R

With semistructured audiotaped interviews,
conducted 2-108 mo after ICU
experience, participants described their
thoughts, feelings, communication
behavior, and interactions with hospital
personnel.

R

C

EART & LUNG VOL. 33, NO. 5
ions (Appendix A). The researchers developed the 13
uestions based on their 25 years of collective clinical
xperience with mechanically ventilated patients.
uestions were presented to a panel of 6 experts

ncluding ICU Clinical Nurse Specialists and 3 nurse
esearchers who reviewed them for content validity.
uestions 9 and 10 were asked to uncover (1) the level
f frustration that patients experienced when commu-
icating during mechanical ventilation and (2) the
atients’ perceptions of the methods of interventions
sed by practitioners (registered nurses, physicians,
nd respiratory therapists) to facilitate communica-
ion. The results of these 2 questions are reported
n this study. Because of the extensive amount of
ata obtained from other patient interview ques-
ions, findings regarding the patients’ met and
nmet communication needs and the helpfulness
f a communication board (Vidatak EZ Board;
idatak, Los Angeles, Calif) will be reported else-
here.

Results and conclusion

(1) 47% felt anxiety and/or fear during MV;
se feelings related to the experience of
panic and insecurity; and (3) inability to

unicate was dominating reason for evoking
elings
n: The relationship and communication
s between the patient and nurse are the
mportant contributing factors for patients’
s.
ineteen factors contributed to distress
MV. Top 5 factors included (1) inability to
(2) pain and discomfort from a tracheal
3) suctioning, (4) unable to determine time
, and (5) noise. Conclusion: Most of the
that caused distress were solvable by

ioners.

ourteen of 15 thematic clusters described
perience of MV from intubation to
tion. One of 15 clusters offered patients’
mendations for improvement with MV.
n: The behavior of health care practitioners
corrects or exacerbates problems associated
e inability to communicate.
esults:
(2) the
agony/
comm
such fe
onclusio
proces
most i
feeling
esults: N
during
speak,
tube, (
of day
factors
practit

esults: F
the ex
extuba
recom
onclusio
either
with th
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ample and setting
After approval by the Human Subjects Protection

ommittee, a convenience sample of patients from
he ICU of an urban university medical center who
et the inclusion criteria were recruited for this

tudy. Inclusion criteria were (1) age between 18 and
5 years, (2) English speaking, (3) orientation to
erson, place, time, and situation at time of the

nterview, (4) competency and ability to sign an
nformed consent, and (5) requirement of intuba-
ion and mechanical ventilation for at least 18 hours
ith extubation within the previous 72 hours. These

ime frames were chosen to provide a sufficient
mount of time required to experience impaired
erbal communication while awake and intubated,
nd to maximize the patients’ recall of their experi-
nce being mechanically ventilated after extuba-
ion.17,18 Any subject who was non-English speak-
12 www.heartandlung.org
ng, had a tracheostomy, or was hemodynamically
nstable at the time of the interview was excluded

rom the study.

rocedure
The principal investigator recruited participants

y first reviewing documentation regarding inclu-
ion criteria, such as the length of intubation and
ime of extubation. The investigator discussed po-
ential subjects’ physical and psychologic status
ith the nursing staff to determine any limitations

n cognition or emotional state. After extubation,
ritten informed consent was obtained.

The principal investigator conducted all of the
nterviews. The principal investigator prepared for
he role of interviewer by audiotaping several role-
laying interview sessions, with critiques by an ex-
erienced qualitative researcher.
Table II
Examining communication patterns and behaviors with mechanical ventilation

Author Design and sample

Ashworth15 Design: Descriptive
Sample: N � 151 (39 patients, 112 nurses) in 5 ICUs

Leathart14 Design: Exploratory
Sample: N � 8; 8 intubated patients and their nurses

were observed and interviewed; sample not
described further.

Stovsky et al10 Design: Quasi-experimental
Sample: N � 40 (experimental group n � 20,

control group n � 20); 40 patients who
participated in preoperative teaching after cardiac
surgery

ICU, Intensive care unit
SEPTEMBER/OCTOBER 2004 HEART & LUNG
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Demographic data were obtained from the med-
cal record and patient recollection. Interviews took
lace in the unit in a private critical care or inter-
ediate care patient room with a curtain drawn or

oor closed. This ensured privacy and an environ-
ent conducive to discussion (ie, limiting extrane-

us noises or distractions). Time for completion of
he interview ranged from 20 to 60 minutes. Ques-
ions were asked in the same order. All responses
ere audiotaped and transcribed verbatim.

nstrumentation
Survey. The interview included 13 questions (Ap-

endix A) that focused on 3 major areas of interest:
1) the patients’ level of frustration with communi-
ation and their perception of communicating inter-
entions used by health care practitioners; (2) the
dentification of the patients’ perceived communi-
EART & LUNG VOL. 33, NO. 5
ation needs and their perceived barriers and facil-
tators to effective communication; and (3) a retro-
pective evaluation of the perceived helpfulness,
se, and content of a communication board (Vi-
atak EZ Board). Ten interview questions were
pen-ended to permit in-depth qualitative analysis,
nd 3 questions used a 5-point Likert scale (1 � the
east and 5 � the most) for quantitative analysis.
he open-ended questions asked the patients to
escribe their experience of communication while
eing mechanically ventilated, which included their
eeds, facilitators, and barriers.

An open-ended question (question 9 of Appendix
) asked the patients to describe the method their
ealth care providers used to help them communi-
ate while being mechanically ventilated and un-
ble to speak. The subsequent question (question
0 of Appendix A) used a Likert scale to determine
he level of frustration the patients experienced in
Methods Results and conclusion

With structured interviews, nurses and
patients were asked questions
relating to their communication
methods, content, and interactions.
Patients were interviewed 1-16 days
after being transferred from the ICU.

Results: Most (71%) nurse–patient communication
was short (�1 min) and task-related, and
occurred at a frequency dependent on the
number of patient communications.

Conclusion: The communication was found to be
depersonalizing and most often “just
happened.”

Interviews and observations were
conducted to (1) identify the factors
that influence nurse–patient
communication, (2) determine
whether nurses were able to identify
their patients’ needs and problems,
and (3) explore the attitudes of the
nurses.

Results: Communication between nurses and
patients was extremely brief (most �30 sec, no
�2 min). Nurses identified difficulty in lip
reading, frustration at not understanding
nonvocal messages, and lack of training.

Conclusion: Nontherapeutic behavior by nurses is
socialized and developed through defensive
mechanisms, protecting the ICU nurse from
anxiety and stress, yet denying individualized
care to patients.

An experimental group and control
group compared picture board and
standard care methods to determine
effectiveness in communication.

Results: Patients who used the communication
board had significantly higher (P � .05)
satisfaction with communication during their
intubated period than did the control group.
Nurses expressed no change in satisfaction with
communication between both groups.

Conclusion: A picture board improved
nurse–patient communication among
mechanically ventilated patients.
www.heartandlung.org 313
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ommunicating while mechanically ventilated. Pa-
ients reported their level of frustration ranging
rom “not frustrating” to “extremely frustrating.” The
esponses from these 2 questions are reported next.
he responses from other questions will be reported
lsewhere because of the extensive amount of data
btained from patient interviews.

NALYSIS
Quantitative data were analyzed by using the

tatistical Package for the Social Sciences 10.0

Table III
Demographic characteristics of and
medications used by the sample

Variable

Total (N � 29)

Mean SD

Age (yrs) 55.5 17.27

Variable

Total (N � 29)

No. %

Sex
Male 19 65.5
Female 10 34.5

Diagnosis
CM 5 17.2
CAD 4 13.7
Congenital 1 3.4
Valvular 8 27.6
Aneurysm 1 3.4
Organ transplant 3 10.3
Surgical resection 3 10.3
Pulmonary 2 6.9
Trauma 1 3.4
Renal 1 3.4

Ethnicity
White 25 86.2
African American 1 3.4
Hispanic 2 6.9
Asian/Pacific Islander 1 3.4

Education
High school 9 31.0
Undergraduate 7 24.1
Associate degree 6 20.0
Graduate 1 3.4
Doctorate 4 13.8
Unknown 2 6.9

Total percentages are less than 100 because of rounding.
CM, Cardiomyopathy; CAD, coronary artery disease.
14 www.heartandlung.org
SPSS Inc, Chicago, Ill). Descriptive and frequency
nalyses were performed on all demographic data.
ll interviews were tape-recorded and then tran-
cribed verbatim. Each transcription was examined
eparately by 2 researchers and individually ana-
yzed for statements that related to the experience
f being mechanically ventilated. Together, the 2
esearchers shared their extracted statements and
greed on their meanings, or themes, for each state-
ent. Each transcript was then transferred verba-

im, according to the assigned theme, to a qualita-
ive research computer program (Nudist; Qualitative
esearch & Solutions Pty. Ltd., Victoria, Australia).
ll qualitative data were analyzed using content
nalysis. An expert critical care nurse, experienced
ith mechanically ventilated patients, also con-
ucted a confirmatory review of the data for identi-

ied themes.
Measures of central tendency were used to orga-

ize and present the demographic and clinical char-
cteristics of the sample. Descriptive statistics were
sed to determine the frequencies of responses
egarding the frustration levels in communication
xperienced by mechanically ventilated patients. A
orrelation coefficient was used to examine the re-
ationship between the duration of ventilation ver-
us frustration score. An independent t test was
sed to determine the differences between the use
f anxiolytics and the level of frustration. Analysis of
ariance was used to examine the relationship be-
ween the diagnosis of a patient and the frustration
core. A probability of .05 or less was used in all
nalyses as the criterion for significance.

Table IV
Age and clinical characteristics of the
sample

Variable

Total (N � 29)

No. %

Anxiolytics
Yes 23 79.3
No 6 20.7

Types
Lorazepam 3 10.3
Midazolam 11 37.9
Multiple 9 31.0
SEPTEMBER/OCTOBER 2004 HEART & LUNG
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ESULTS
escription of subjects
Two of the 32 subjects were excluded from the

tudy because of fatigue and inability to complete
he interview. One additional subject was excluded
ecause of a technical problem with recording the

nterview, and so verbatim audiotaped content of
he interview was not possible. Data analysis was
ompleted for 29 subjects. The majority of the par-
icipants were male (65.5%, n � 19). The mean age
f the participants was 55 years (SD, 17.27 years).
he most common primary diagnoses of the partici-
ants were valvular disorders (27.6%, n � 8) and car-
iomyopathy (17.2%, n � 5). The demographic char-
cteristics of the sample are summarized in Table 3.

Clinical characteristics of the sample included a
ean mechanical ventilation time of 3.4 days (range

.85-19.2 days). Eighty-six percent of the subjects (n
25) were mechanically ventilated after elective

Fig 1 Level of frustrat
EART & LUNG VOL. 33, NO. 5
urgery. Fourteen percent of the sample (n � 4)
equired emergency intubation and ventilation for
espiratory failure. Seventy-nine percent of the sub-
ects (n � 23) received anxiolytic medications while
eing mechanically ventilated. Other information
elated to demographic and clinical characteristics
f the sample is presented in Tables 3 and 4.

atients’ level of frustration
Sixty-two percent of the sample (n � 18) reported

igh levels of frustration associated with their in-
bility to communicate effectively while being me-
hanically ventilated (24.1%, n � 7, extremely frus-
rating; 37.9%, n � 11, very frustrating). Twenty-four
ercent (n � 7) reported their experience as frus-
rating or somewhat frustrating (13.8%, n � 4, frus-
rating; 10.3%, n � 3, somewhat frustrating). Only
4% (n � 4) reported their experiences in commu-
icating during mechanical ventilation as not frus-

ommunicating needs.
www.heartandlung.org 315
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rating (Fig 1). The relationship between patients’
elated factors (diagnosis, duration of ventilation,
nd receipt of anxiolytics) and the level of frustra-
ion were examined. There was no significant differ-
nce between the duration of intubation and the
evel of frustration (Spearman r � .109, P � .573) or
etween the diagnosis and the level of frustration (P

.932). Patients who received anxiolytics (n � 23,
9% of the sample) had a lower level of frustration
mean 3.26) than those who did not receive anxio-
ytics (n � 6, 21% of the sample, mean 4.33). This
ifference trended toward significance (P � .084).

nterventions provided by health
are providers

On review of the audiotapes, common themes
egarding the patients’ perceptions of their health
are practitioner interventions with communication
ncluded the following: (1) Health care providers
eed to intervene on behalf of the mechanically
entilated patient in ways to promote communica-
ion; (2) health care practitioners’ characteristics
nd attributes have a direct impact on the patient’s
bility to communicate; and (3) health care practi-
ioners’ characteristics and attributes can result in
he patient feeling misunderstood, devalued as a
uman being, and discouraged, and can actually

mpede patients’ attempts to communicate. Pa-
ients’ quotes were selected on the basis of on their
bility to best represent and summarize the extracted
hemes and are presented next. Some quotes are also
resented to contribute additional personal view-
oints that varied among patients’ reports.

ealth care providers can promote
ommunication

In response to the question regarding interven-
ions provided by health care practitioners, patients
escribed activities performed by respiratory thera-
ists, nurses, and doctors that enhanced their abil-

ty to communicate during mechanical ventilation.
f the 29 patients interviewed, 19 (66%) reported

hat the interventions used by health care practitio-
ers actually helped them communicate their
eeds. Seven patients (24%) reported that the inter-
entions used by health care practitioners did not
elp them communicate their needs. Three patients
10%) reported that health care practitioners did
nothing” to help them communicate.

The need for health care providers to intervene
n behalf of the mechanically ventilated patient in
ays that promote communication emerged as an
verall theme. Practitioner interventions that were
16 www.heartandlung.org
elpful included asking questions, providing reas-
urance, having a kind or patient demeanor, reading
hat patients write as they are writing, and provid-

ng materials for writing.
Practitioners were described as asking the right

uestions that led patients through their communi-
ation process. Participants acknowledged that
ractitioners knew what questions to ask, asked a
ufficient number of questions, asked permission
rom the subject before commencing a procedure,
nd asked questions that could be answered with a
yes” or “no.” Patients described interventions pro-
ided by the practitioners that enhanced communi-
ation by stating the following: “They tried really
ard to understand what I was saying . . . and guess.
lot of guessing. A lot of guessing. And they did

airly well.” “Like he would say, �Do you think you
ant to go through that procedure?’” “Asking ques-

ions. They . . . called for a yes or no response. So
hat I could shake my head yes or no.”

Another patient recounted the experience of
ractitioners facilitating communication as follows:
A doctor] “aided me by reading the words as I wrote
hem instead of waiting for me to write the whole
essage. So that if I made a word she misunder-

tood, I knew immediately. Saved time, because if I
rote the whole message, then she might not have
een able to decode the whole message if she mis-
nderstood a word. They completed sentences, you
now. They gave me options by saying, �Do you
ean this? Do you mean this?’”

haracteristics and attributes of the
ealth care provider directly impact
he patient’s ability to communicate

Another emerging theme was the effect of the
ractitioner’s characteristics and attributes on the
atient’s ability to communicate. Attributes that were
onsidered helpful included being kind and patient,
ffering verbal reassurance and important informa-
ion, and being present and available at the bedside.
ne patient described the relationships with their
ractitioners as follows: “I have to say I was very lucky.
had a great team of doctors. That really worked for
e. They were just right. They came to see me any-
here from 3 to 5 times a day and I knew that they
ould even let me write to them.”

Another patient stated, “There would always be
omeone there. You know, and I really needed some
elp, there was always someone there.”

One patient described practitioner interventions
hat reduced anxiety as follows: “. . . by providing a
SEPTEMBER/OCTOBER 2004 HEART & LUNG
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upportive, nurturing environment. . . . It really re-
eased a lot of the anxiety.”

Other patients stated the following: “The nurses
ere very kind.” “Some were patient and let me write

t out.” “He reassured me that uh, they were going to
reat me.”

One patient summarized the experience by stat-
ng “. . . basically they understood what I needed
nyway and they were aware of the situation.”

haracteristics and attributes of the
ealth care provider can discourage
nd impede the patient’s
ommunication

Subjects also described the characteristics and
ttributes of practitioners that negatively impacted
heir communication. Most significantly, some
ealth care providers were described as mechani-
al, nonpersonal, inconsistent, inattentive, and
absent.” These practitioner characteristics and at-
ributes led to patients reporting feeling misunder-
tood, devalued as a human person, and discour-
ged, and then impeded patients’ attempts to
ommunicate. One patient stated, “When I most
eeded to communicate I couldn’t speak, and I
ouldn’t really make myself understood. Nor did I
eel like I was being given the opportunity to per-
orm as an individual. I felt like I was being judged
y a set of criteria for other patients. And, you know,
hat’s natural. I am not an ordinary patient. I’m sure
o one’s an ordinary patient.”

A female patient recounted her experience as
ollows: “My thoughts weren’t their thoughts. It was

addening. You never got any help. They’d walk out
nd they played this little game where I put on the
ight and they’d shut it. I’d put on the light and they
hut it. Then finally I said I’m not going to play that
ame and I’ll just wait till morning until the new
hift comes on and that was really stinko because it
as like falling asleep and waking up and falling
sleep and waking up.”

One patient recounted his negative experience
nd feelings of loss of control: “The nurses. Some of
hem were mean. They don’t want to do whatever
ou want them to do. They always want to do what
hey want to do.” Other patients stated the follow-
ng: “The people were mechanical. There was no
rofessionalism.” “They don’t even consider giving
ou a piece of something as simple as a piece of
aper.” “And there was one doctor who had a hold of
y paper and lied to me and said he didn’t have any

aper. But I happened to hear him say what was on
he paper. . . . So I know he had my paper. But he
EART & LUNG VOL. 33, NO. 5
efused to be honest and tell me he had it. So I was
pset with that.”

Some patients described difficulties in obtaining
nterventions for pain relief from their health care
rovider: “I don’t know why she couldn’t look back at
he chart and see where I could have the ice chips.
ell, then that seemed one of the most upsetting

hings I knew, because the ice chips relieved the
ain I was having in my throat.” “I kept trying to tell
hem I had pain in the back and uh they didn’t
nderstand what I was saying. Finally I just came to
he point where I stopped.”

ISCUSSION
Mechanically ventilated patients are unable to

ocalize feelings, verify perceptions, and cope with
ears, anxiety, and stress through verbal communi-
ation.11 Heath7 reported that mechanically venti-
ated patients are desperate in making themselves
nderstood and that nurses dismiss patients’ com-
unication efforts. Previous studies have suggested

nterventions that alleviate patients’ legitimate
ears and preserve their identity and dignity. These
nterventions included talking, explaining, reassur-
ng, and providing communication devices at the
atient’s bedside.19,20 Although intuitively one
ould think that these interventions might be help-

ul, they have not been validated or tested by re-
earch to date.

Our findings indicate that mechanically venti-
ated patients experience a high level of frustration
n communicating their needs and that the health
are provider can significantly impact the experi-
nce of mechanically ventilated patients. This study
iffers from previously published studies that ex-
lored patients’ experiences during mechanical ven-
ilation. The patients interviewed in this study were
sked to quantify their level of frustration and de-
cribe interventions used by practitioners that facil-
tated or impeded their ability to communicate. To
ate there have been a limited number of studies
hat describe patients’ perceptions of interventions,
haracteristics, and attributes of practitioners that
acilitate or impede communication.

This study adds new information about the rela-
ionship of communication patterns between me-
hanically ventilated patients and health care pro-
iders. Our study presented various behaviors and
haracteristics of health care professionals that im-
act effective communication of mechanically ven-
ilated patients. Behaviors and characteristics such
s being kind, informative, and physically present at
he bedside enhance communication. On the con-
www.heartandlung.org 317
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rary, behaviors and characteristics such as being
echanical, inattentive, and “absent” from the bed-

ide impede communication.
These behaviors and characteristics were not

ocumented in the previous studies discussed.
tudies by Jablonski,13 Bergbom-Engberg and Hal-

amae,14 and Johnson and Sexton5 focused on the
atients’ feelings and experiences (eg, anger, dis-
omfort, and anxiety) when they were not able to
ommunicate effectively. Two studies by Ashworth15

nd Leathart16 described nurse-to-patient commu-
ication patterns. The communication was depicted
s brief, informational, and demanding. Thus, they
oncluded that communication was depersonalizing
nd nontherapeutic. These 2 studies did not de-
cribe patients’ perceptions of the characteristics of
ealth care providers in enhancing or impeding
ommunication. Thus, our study findings add to the
ody of knowledge of patients’ communication
eeds in that it explored the patient’s perception of
hose characteristics and behaviors that facilitate or
mpede communication. The findings also further
upport previous studies in regard to the power of
he nurse–patient relationship, because the prob-
ems associated with communication difficulties
ith these patients can be alleviated by the health
are practitioner.2

The findings from this study recommend 5 inter-
entions based on data obtained from patient in-
erviews. These interventions may help in facilitat-
ng the communication process and experience of
he mechanically ventilated patient. First, health
are professionals need to be educated regarding
he level of frustration that mechanically ventilated
atients experience when communicating. Second,
ealth care providers can alter the experience of
atients being mechanically ventilated. They should
outinely ask patients questions about their feelings
nd state of mind. Health care providers should also
eek permission for nursing care and medical pro-
edures before commencing them and then evalu-
te patients’ understanding of any information that
s conveyed to them. Asking simple and short “yes
r no” questions are recommended because they
equire the least amount of energy to answer. Third,
ealth care practitioners must be attentive to me-
hanically ventilated patients and inform them of
heir surroundings and plan of care, and establish a
eturn time when leaving the bedside. This may help
atients from feeling trapped, secluded, and alone.
ourth, health care providers should approach pa-
ients with a kind and patient demeanor, investigate
heir communication needs, and provide them with
hat they need. Fifth, health care practitioners
18 www.heartandlung.org
hould provide writing materials and read the pa-
ients’ words as they write. This allows patients to
erify whether the reader understands them cor-
ectly. Patients’ written words represent silent
houghts during a critical period of life and are
nvaluable to those who own them. It is therefore
mportant to keep used writing papers unless the
atient gives permission to discard them.

ONCLUSION
The results of this study permit health care practi-

ioners to see the communication needs of mechani-
ally ventilated patients through the eyes of the pa-
ient. Patients report being frustrated in their attempts
o make their needs known and further acknowledge
he role of the critical care nurse in bridging the com-
unication gap. This information offers insight into

he actual level of frustration patients experience
hen attempting to communicate while being me-
hanically ventilated. Patients also described effective
nterventions, characteristics, and attributes used by
ealth care practitioners.

Future research is needed to evaluate interven-
ions aimed at facilitating communication with re-
pect to outcomes such as patient satisfaction, pa-
ient anxiety, optimal pain control, and comfort.
urthermore, other measurable areas of investiga-
ion relating to the effect of improving communica-
ion for mechanically ventilated patients include (1)
ecreasing hours of intubation, (2) facilitating a
atient’s ability to be weaned from the ventilator,
nd (3) reducing length of stay in the hospital in
elation to decreasing complications from pro-
onged mechanical ventilation.21
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Appendix A
Patien

The following is a survey. All answers will be held in
with your answers in any respect.

Please answer the following questions to reflect your
pertain to your personal needs and how your needs w
your communication methods and how you managed
There are 13 questions. It will take you approximatel
The following items are required before completing th

Thank you for your time and contribution to this stud

DATE: PAT
AGE: OCCUPATION:
GENDER: M F LEVEL OF EDUCATION:
ANXIOLYTIC MEDICATIONS GIVEN WHILE PATIENT

ADMISSION DATE: PRIMARY D
SECONDARY DIAGNOSIS:

DATE/TIME PATIENT INTUBATED:
(Must have been intubated a minimum of 18 hou

DATE/TIME PATIENT EXTUBATED:
DATE/TIME PATIENT COMPLETED SURVEY:
ADMITTING UNIT:
TRANSFERRING UNIT:
UNIT INTUBATED:
DATE/TIME TRANSFERRED OR ADMITTED TO CTIC
ICU SERVICE:
DATE PREVIOUSLY INTUBATED:
1) What were your most important needs to commun

2) Were you able to communicate these needs and, if

3) Which needs were able to be met?
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Patient Survey
(Continued)

4) Which needs were not met and why?

5) Which needs were you not able to communicate?

6) What was most beneficial or what worked best for your in communicating your needs?

7) If you could have had anything you wanted to help you communicate while you were on the breathing
machine, what would it be?

8) What were your barriers in communicating?

9) What methods did your care providers use to help you communicate?

10) If you had difficulty in communicating your needs, how frustrating was the inability to effectively
communicate your needs while you were on the breathing machine?

1 2 3 4 5

not
frustrating

somewhat
frustrating

frustrating very
frustrating

extremely
frustrating

11) We’ve been discussing some of your experiences while you were on the breathing machine. Now, I’d like
for you to just take a moment and reflect on the communication experiences that you had while you were
on the breathing machine. How helpful would this communication board have been for you?

1 2 3 4 5
not

helpful
somewhat

helpful
helpful most

helpful
extremely

helpful

12) Now, after looking at this communication board what would have worked for you and what would not
have worked for you in using this for your communication needs?

13) What do you think your frustration level would have been if you were able to use this board?

1 2 3 4 5
not

frustrating
somewhat
frustrating

frustrating very
frustrating

extremely
frustrating

ICU, Intensive care unit; CTICU, cardiothoracic ICU; MICU, medical ICU.
20 www.heartandlung.org SEPTEMBER/OCTOBER 2004 HEART & LUNG
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